Introduction
The work of clinicians within the Alcohol and Other Drugs (AOD) field involves care of vulnerable clients who often face significant adversity. Entwined with their substance dependence, clients might experience complex medical and mental health difficulties, and experience immense social deprivation and stigma. Many also live in a legally dangerous place, running a constant risk of arrest and incarceration. The substance use itself is generally harmful to clients' health and wellbeing, hence their need for care and treatment and users of some substances live with a high risk of death through overdose.
Treatment with some medication, such as methadone, is far from risk free, and its use opens up new risks as well as offering enormous potential benefits. To provide examples of some of the everyday complexities of AOD clinicians, we have outlined three ethical challenges in Box 1. These are heavily disguised amalgams of real cases and they are drawn from the clinical experience of one of the authors (DS). They are typical of the encounters and decisions which may need to be made on a daily basis. Many more diverse examples could be drawn from other settings and collecting these may in itself be a worthwhile project.
Navigating such ethical challenges requires more than clinical or technical expertise. Practitioners also make value-based decisions about the nature of their role and the fundamental wellbeing of their clients. [6] [7] [8] Although ethical challenges are an integral part of practice in AOD, the study of this has not standardly been an area of focus for ethicists. Frequently cited work by ethicists at the intersection of AOD and ethics concerns problems such as the ability of people with substance dependence to consent to treatment 9 or the nature of addiction and its influence on voluntary behaviour. 10 There is a limited amount of work concerning clinical practice. Similarly, overt ethical reflection is not frequently part of AOD training or practice. 11 Possible reasons for the relative lack of interest concerning ethics in AOD practice may include the diverse professional and non-professional backgrounds of the workforce, 12 which might make it difficult to build a solid ethics knowledge base compared to other areas of healthcare. 13 Substance dependence is also a relatively marginal area of healthcare; research into ethics in healthcare may not touch on the concerns of AOD due its marginalisation. An example of this is from the allied area of psychiatry, a medical speciality which has significant overlap with AOD practice. The "Oxford Handbook of Psychiatric Ethics" has 94 chapters, none of which are dedicated to substance dependence. 14 It is not obvious what resources AOD practitioners can access to assist them to navigate ethical challenges within their work. By describing and analysing the results of a systematic review, this paper addresses this knowledge deficit, ascertaining what clinicians can access by way of research and resources in ethics. It will do this by finding and exploring academic and professional literature with a focus on ethics in AOD clinical work. This paper describes a systematic review of ethics literature within the AOD field, focussing on clinical practice. In exploring this literature, we aim to identify the ethics resources currently available to AOD practitioners when navigating ethical challenges within their practice. We conducted a systematic review using databases and internet searches, capturing scholarly and other literature. We analysed the types of resources available and the ethical content of the documents. Our review identified a small body of literature at the intersection of AOD and ethics. The literature contained three types of ethical resources:
1. normative ethics, including rule-based codes of ethics and conceptual ethics (including principlebased ethics); 2. empirical ethics research; and 3. research combining normative ethics and empirical ethics.
By rule-based codes of ethics, we mean generalisable rules which are to be applied in ethically challenging Cease prescribing methadone? A 45-year-old man has been stable on methadone (as treatment for heroin dependence) for four years. He has used no other opioids during this time. Following a distressing three months during which his marriage breaks down and his pet dog dies, he commences drinking large volumes of alcohol and taking non-prescribed benzodiazepines (a sedating anti-anxiety medication). Both of these are concerning in people taking methadone due to a significantly increased risk of death. [1] [2] [3] The client continues to abstain from other opioids, despite their easy availability to him. If methadone is reduced and ceased, relapsing to daily heroin use is foreseeable and would be potentially disastrous. Support unproven therapy to maintain trust? A homeless and highly distressed client wants to access an expensive and unregulated service run by a fringe religious group. The group makes unsubstantiated promises of great success. The client is investing enormous hope in this, and her mother will borrow money to pay for it. The AOD practitioner is antagonistic to this plan, as she believes, on good grounds, that it will do much more harm than good. The client requires the practitioner to write a health clearance letter and to rapidly withdraw her from all opioid replacement therapy (ORT) so that she can access this service. Challenge a colleague and risk a client's suicide? A client is accessing opioid analgesia from a General Practitioner (GP). This is ostensibly for treatment of back pain; however, there is good evidence of addiction. The GP is working outside of recommended guidelines for this medication. 4, 5 On frequent occasions, when the client runs out of this medication, he deliberately takes hazardous overdoses of multiple medications. He does not want sanctioned pharmacological treatment for dependence (such as ORT) although will engage in counselling. The AOD counsellor believes that encouraging the GP to adhere with prescribing guidelines may lead to the client's suicide, should the GP follow the suggestion.
situations. By conceptual ethics, we mean generalisable ideas which are proposed as essential in framing and solving ethical challenges. This includes principles such as beneficence or justice, values such as equality or respect, or meta-ethical frameworks such as consequentialism or virtue ethics. By empirical ethics, we mean research which has at its core rich empirical data and social science methodology. The differences and overlaps between the not-always distinct groups will be discussed. There were papers which drew so strongly on both frameworks that they have been included in a combined conceptual/empirical category.
We found a variety of ethical concepts and actionguidance, which are described. It is considered that rule-based ethics are unlikely to be helpful to practitioners, and that conceptual ethics offer more assistance through offering practitioners capacity for reflection. We make this argument in more detail in the discussion. Empirical ethics represented a very small area of research; however, this methodological framework suggests a very useful path for future research at the intersection of AOD and ethics.
The findings of this review will, firstly, benefit AOD practitioners by describing and analysing the resources currently available. Secondly, it highlights potential directions for future bioethics research in this important area of healthcare. Finally, we make suggestions regarding how ethics might become more central to AOD practice.
Method
There are diverse possible approaches to bioethics literature reviews and an increasing understanding of the methodology of this type of research 15, 16 This review drew on the refined PRISMA methodological criteria outlined by Mertz et al. 16 in their recent discussion of ethics literature synthesis. The review aimed to find all published guidance regarding ethics in AOD clinical practice, to analyse the form in which the guidance is presented, and to identify the ethical content within the publication (e.g. specific ethical principles, concepts, or action-guidance).
Inclusion criteria for publications were:
• primary focus on clinical practice within the alcohol and other field, • discussion of ethical challenges, and • published in English, between January 1985 and May 2017.
Publications were excluded if they focused on the ethics of research in AOD or on the ethics of government policy in AOD.
The decision whether to include a paper depended foremostly on whether the discussion and recommendations focussed on clinicians' practice or whether its primary concentration was on other areas of AOD. An example of this differentiation concerns writings on harm reduction. Harm reduction is an approach which does not strive for abstinence from substances of dependence as a goal of treatment and care. It rather aims to reduce the medical, psychological, and social harms which hazardous substance may cause to individuals and to communities. 17 A paper focussing on harm reduction in a research context was not included. Although there was potential value to clinicians in this research, the paper's explicit aim was to explore the ethics of research practice in harm reduction. 18 Another paper not chosen discussed harm reduction in the framework of political effectiveness. 19 It developed arguments concerning the definition of harm reduction and how different ways of articulating this have different effects with regard to policy. Again, its primary focus was not clinical. One paper which was included in the review also discussed policy. 20 This paper differed from the other two, in that the adoption of harm reduction policies was firstly proposed as an ethical issue. Following this, the paper reviewed empirical evidence and argued that clinicians have significant influence over policy; it concluded that clinicians should thus enable the adoption of a more ethical health policy through their practice on a day-to-day basis.
The time frame of January 1985 to May 2017 was chosen to reflect the paradigm shift to a harm reduction approach in Europe and Australia. 17 Although harm reduction is a less universal treatment paradigm in the USA, the 1980s do coincide with the adoption of some harm reduction measures in the USA. 21 Harm reduction focuses on reducing the dangers associated with drug use, rather than taking the cessation of substance use as the overarching goal of clinical interventions. This substantial shift introduced new ways of working and different interventions, in comparison to abstinencebased programs, corresponding to a change in potential ethical challenges and guidance. The types of program and the forms of work undertaken by practitioners expanded following the adoption of harm reduction approaches. Prior to this, treatment was most frequently characterised by 12-step type approaches such as Alcoholics Anonymous. The forms of ethical challenges changed as a result of the change. 22 Literature searching was initially conducted in September 2016 and was repeated in June 2017. The first stage of the search utilised Medline and the umbrella engine of EBSCOhost (including Academic Search Complete, SOCindex and Philosopher's Index). In Medline, the search parameters were *substance related disorders/AND *Ethics/or *Ethics, The second stage of the search specifically targeted bioethics journals and AOD journals, looking for articles at the intersection of ethics and AOD practice. Appropriate bioethics journals were identified using the ranked list produced by the Bioethics Library at Georgetown University. 23 Within the top 46 bioethics journals, 18 were excluded as obviously irrelevant to the topic of AOD clinical practice. The focus of these journals was on policy or research, or concentrated on topics far removed from AOD, such as animal ethics or engineering ethics. The top 19 AOD journals, based on impact factors between 1981 and 2009, were also identified. 24 In AOD, one journal focussing exclusively on research was excluded. Ultimately, 28 bioethics journals in the earlier search expanded to 36 in the later search and 17 AOD journals were searched (see Boxes 2 and 3). The list was updated by the Georgetown Library in March 2017. The search was repeated with additional journals in June 2017, and the Tables of Contents of all the selected bioethics journals were also reviewed in case of missing material. Tables of Contents of AOD journals were also rechecked at this time. The numbers of AOD and bioethics journals are uneven due to the greater quantity of bioethics journals in comparison to AOD journals.
One search used the topic terms (drug depen* OR addict* OR alcohol OR substance depen*) within the top bioethics journals indexed within Web of Science. Many bioethics journals were not indexed within Web of Science, and thus searches were also made of the The third stage of the search targeted grey literature using the "Google" internet search engine, plus books and chapters through Worldcat, the National Library of Australia ("Trove"), and PhD theses through ProQuest Dissertations and Theses Global. We used the terms (ethics) AND (addiction) for the Trove and Worldcat searches in September 2016 and repeated it with the additional search (ethics) AND (substance related disorders) in June 2017.
Publications identified in the searches were analysed for inclusion. Initially, titles were used to classify publications as either not relevant or potentially relevant. Abstracts were then reviewed for the potentially relevant publications, enabling exclusion of some publications. Reading the full text of all remaining potentially relevant publications enabled final inclusion as relevant or exclusion as not relevant.
Quality appraisal is a contentious issue within bioethics systematic reviews. Some efforts have been made to articulate quality criteria within bioethics 25 ; however, this is a small volume of work and there is no established consensus. 15 For the present review, the aim was to find all potential resources for practitioners in relation to the intersection of ethics and daily clinical practice in AOD. Potentially, this could include resources considered poor quality from the perspective of rigorous bioethics research. The purpose of the review, however, was to ascertain what is available, rather than to identify high-quality research. Thus, publications were not excluded on the basis of quality. Figure 1 outlines the process and outcomes of the search.
The included publications were then analysed for their form and ethical content. Papers were analysed inductively using "conventional" content analysis methods for qualitative data. 26 Papers were grouped into types based on categories that emerged from the data. One researcher (DS) undertook thematic coding of ethical content in the papers. The publications were coded with the following questions in mind, in order to enable the development of themes:
• What specific ethical content (e.g. concepts, principles, action-guidance) is contained in the resource? • What is being communicated to practitioners about ethical practice in AOD?
Results
Three forms of publication, with further subtypes, emerged from the literature: a. consultative ethics (one publication) 60 ; b. dialogical ethics (two publications) 61, 62 ; and c. elements of both dialogical and consultative ethics (one publication). 63 3. Papers incorporating both empirical and normative ethics (two publications).
20,64
Normative ethics
Normative ethics articulate ethical standards which should regulate practice. In the literature sourced, normative work appears in codes of ethics developed by professional bodies, within literature aimed at practitioners, and within academic literature. Seven codes 18, [27] [28] [29] [30] [31] 58 were published by professional bodies such as the Addiction Practitioners Association Aotearoa-New Zealand 31 or the Association for Addiction Professionals in the USA, 35 and eight codes were published in academic or professional literature, not under the auspices of a professional body proposing suitable codes of ethics. [32] [33] [34] [35] [36] [37] [38] [39] These resources fell into two distinct subtypes: rulebased guidance and conceptual work which encourages reflection. Rule-based guidance is particular and binding to specific situations, whereas other resources, including codes of ethics focussed on principles rather than rules, offered guidance that was far less specific and encourage ethical awareness through reflection on practice. These distinct types of literature reflect the general consensus on the difference between rules and principles within legal philosophy. 65, 66 Rule-based ethics. There were four rule-based publications, all taking the form of codes of ethics. Codes of ethics are "sets of norms that usually identify the core purpose of the profession and outline ethical principles and rules or standards of professional practice". 67 All of the codes were published by the US-based professional associations, and specified rules needing to be followed in order to act ethically, and offering specific details on how to follow these rules. Although two of the codes describe principles or standards, guidance on action is specified in such detail that they are best classified as rule-based codes. 28, 30 The code of the Association for Addiction Professionals 30 exemplifies this approach. This document has also been adopted by a large number of state-based professional organisations in the US. 68 It describes 30 standards including self-determination, honesty, and obedience. Each of these standards is supported by a number of rules which should be followed to successfully meet these ethical standards. The standard of client self-determination, for example, is defined as "the fundamental human right of all individuals to self-determination and to make decisions that they consider in their own best interest". The code of ethics document then describes the ways in which the AOD professional should enable client selfdetermination, by specifying 10 rules. The rules cited include providing "the client and/or guardian with accurate and complete information regarding the extent of the potential professional relationship, including the Code of Ethics and documentation regarding professional loyalties and responsibilities" and "The addiction professional will refer a client to an appropriate resource when the client's mental, spiritual, physical or chemical impairment status is beyond the scope of the addiction professional's expertise". The other three codes found, also from US professional bodies (in Georgia, Alabama, and Minnesota), [27] [28] [29] use similar structures, although the code of ethics by the Association of Addiction Professionals is the longest and most 36 specific rules including non-discrimination; confidentiality; professional competence; responsibility to students and the profession; business rules Breaches of any rules to be reported to the association Georgia Addiction Counsellors Association 29 13 rules including employment of bioethical principles as a guide; maintaining standards and integrity of the organisation; treat others fairly; advocate for policy changes Minnesota Certification Board 28 11 principles (not all of which are clearly ethical principles), each with specifying rules.
Principles include non-discrimination, legal and moral standards, publication standards, confidentiality, client and interprofessional relationships, remuneration The Association for Addiction Professionals 30 10 headings and 30 standards (similar to principles) including self-determination autonomy, obedience, competence, gratitude, honesty, diligence, and self-improvement. Each of these is specified by up to 11 rules detailed. Table 1 describes the action-guidance in these rule-based codes of ethics.
Conceptual ethics. Some codes of ethics were included in the conceptual ethics category. A significant difference between codes was that some were far less specific and binding than others. These emphasise practitioner reflection through the use of principles. There are three of these principle-based codes, developed by professional bodies: the US-based Substance Abuse and Mental Health Services Administration (SAMHSA), 58 the Addiction Practitioners Association Aotearoa-New Zealand, 31 and the now-defunct Alcohol and Other Drugs Council of Australia. 6 Other similar work has been undertaken by academic authors, resulting in five publications. 32, [36] [37] [38] [39] These five articles utilise Beauchamp and Childress's four biomedical ethics principles of autonomy, justice, beneficence, and non-maleficence, 69 applying these specifically to the AOD context. One piece of work also suggests the development of principles with particular pertinence to AOD, such as addressing social justice, beyond the standard four principles. 32 The SAMHSA document is published as a journal article. 58 Its function is to describe the ethical principles, and the contents of these principles, applicable to funded programs of SAMHSA. As well as a focus on practice, the document also describes ethics in relation to SAMHSA's mission regarding community wellbeing. The authors utilise four principles, with some overlap with the four biomedical ethics principles.
The documents developed by professional bodies from Australia and New Zealand 6,31 use a different form of framework. They outline a far larger number of principles than the standard four principles framework. The Australian code also includes a worksheet to assist with direct application to practice. 6 Another article utilising the four principles is published in the Indian Journal of Medical Ethics. 54 It discusses these in a specifically Indian context, raising issues such as the role of faith healing and cultural norms of accountability to a patient's family.
Two papers describe work with specific groups of people. 56, 57 One paper discusses work with older women who use substances. 56 The paper discusses principles; however, it also emphasises the limits of these in assisting decision-making and the importance of community and relationships to many older women. Clinicians are encouraged to consider these factors in their collaborative work with their clients.
Another paper, from a social work perspective in the US discusses work with pregnant women. 57 It discusses dilemmas of clashing principles and emphasises collaboration. The paper warns against the routine use of coercion. Engagement and encouragement into treatment is the ethically and clinically preferred option.
There was one paper discussing the ethics of practice when there is an absence of evidence-based approaches. 55 It is written primarily to assist people working with alcohol-dependent people in settings traditionally utilising abstinence-based 12-step approaches. The paper suggests flexibility and clientchosen, realistic goals and the framing of addiction as a chronic, relapsing condition.
We found five books plus eight chapters of books discussing conceptual ethics in AOD which were of direct relevance to clinical practice. "Advanced Ethics for Addiction Professionals" simplifies complex metaethical frameworks, attempting to apply these to concrete ethical challenges. 35 "Critical Incidents" describes 18 principles at the beginning, and then explores how to use these through their application to 199 vignettes from a variety of professional and managerial perspectives within AOD. 46 Three further books use the four bioethical principles to assist practitioners solve ethical challenges. 32, 36, 37 There are also two book chapters using these principles. 38, 39 "Ethics for Addiction Professionals" focuses largely on work undertaken with people who are alcoholdependent, although much of the work is relevant to other substances. 49 It is written from within an abstinence-based Alcoholics Anonymous framework. The work advocates for reflection and awareness of the principles of ethical practice and emphasises selfknowledge and self-growth amongst professionals as a prerequisite to ongoing ethical work. It closes with a 13-point code of ethics encapsulating the principles in the main text.
This principle-based work shares similarities with other work focussing on ethical concepts. They share an emphasis on practitioner reflection in the navigation of ethical challenges, and use principles or other generalisable concepts to encourage this reflection. Several chapters within the same edited volume explore the meaning and relevance of ethical concepts and their intersection with AOD practice. 70 They aim to provide guidance to practitioners. Concepts explored include competence to consent to treatment, 40 exploring the ideal relationship between a clinician and a client, 41, 42 confidentiality, 44 working with groups which may have opposing philosophies to evidence-based clinical work, namely 12-step programs, 43 renumeration, 47 and conceptual ways of approaching work with marginalised clients with co-morbid mental illness. 45 Another edited volume, "Ethics in Mental HealthSubstance Use", 48 is an introductory book to ethics for AOD practitioners and students. It suggests approaches to problems including defining boundaries with clients and confidentiality, 51 consent, 52 the importance of compassion, respect and dignity, 50 and raising awareness of ethical practice in busy and complex environments. 53 Although these individual chapters may assist practitioners, the book itself is designed to be read as a whole. It discusses a number of components, such as culture and gender sensitivity, and the needs of different demographic groups, which as a collective may generate reflection on ethical practice in AOD. Case vignettes are used throughout the book as an aide to reflection.
The meaningfulness and quality of practitionerclient relationships are emphasised in three of the papers. 41, 42, 45 It is argued that clinical work should be suffused with respect and understanding for clients, contrasting this to a managerialist approach. 45 Practitioners in counselling roles are encouraged to aspire to a humanistic relationship, not relying on codes of ethics to ensure good practice. 42, 45 None of the papers offer rule-based suggestions or guidance, even in relation to any one discrete area. Confidentiality is relativised, 44 and practitioners are encouraged to understand programs with differing or contradictory philosophies to their own as part of a pluralistic support system. 43 Pluralism is also emphasised in conceiving of the role of practitioners within institutions with potential antagonism to the role of substance misuse support. 41 One paper draws on continental philosophy, focussing on principles of trust and relationships in AOD work. 34 A further piece of work, drawing on neuroscience, concentrates specifically on the process of informed consent in opioid maintenance treatment, framing action-guidance in terms of principles. 33 Another paper also concentrates specifically on a single principle, discussing different facets of substance dependence and impacts on autonomy. It outlines the consequences for the principle of autonomy of different aspects of dependence. These including craving, withdrawal, or intoxication. 59 The conceptual literature is detailed in Table 2 . It outlines the framework of each publication as well as outlining guidance to practitioners.
Empirical ethics
Some of the ethical resources available to AOD practitioners take the form of reports of empirical ethics research projects. Four papers of this type were identified in the review. These papers focus on the enactment of ethics within particular settings or on very specific problems. As a methodological approach, empirical ethics involves enfolding and incorporating empirical data into ethical analysis. 71 There are a variety of methods within empirical ethics methodology, 72 and the papers diverge in their use of these. Two papers used dialogical methods, two used consultative methods, and one included both dialogical and consultative elements. In dialogical ethics, practitioners working with the issues under consideration reflect on and discuss a solution to a problem. The role of the ethicist is to facilitate reflection, and the practitioners are integral to any ethical decision. This contrasts with consultative ethics, which involves an external expert collecting and analysing empirical data, and reaching conclusions using their ethical expertise.
72
All the resources of this type focus on very specific settings. The consultative paper discusses the provision of information by staff in needle and syringe (or needle exchange) programs to people who intend to inject in their groin. 60 The researchers used their own detailed empirical findings in order to reach a specific conclusion. The two dialogically based papers explored different specific settings: the frequent ethical challenges experienced by staff working within a Geneva-based supervised injecting facility 61 and the issues experienced within an involuntary detoxification program in the Netherlands. 62 A Canadian-based paper describes and analyses the challenges faced by street-based nurses and develops recommendations using both consultative and dialogical approaches. 63 The methodological approach and the ethical challenges identified are detailed in Table 3 .
Combined empirical and normative ethics
We found two pieces of work utilising aspects of both empirical and normative methodologies. Although work in both categories do often contain strong elements of the other -case vignettes are an example of this -one or other of the frameworks is usually dominant. This is not the case in some research, where empirical data and conceptual ethics co-exist. The data are not collected using social science methodology, and thus the criteria for empirical ethics, outlined in the introduction, are not met. Nonetheless, arguments are built from analysis of data and there is a strong empirical research basis to the publications.
In one paper, harm reduction is positioned as a normative basis for ethical AOD policy. 20 Empirical data, collected through surveying practice and policy in Canada, the UK, the USA, Australia, Switzerland, and the Netherlands, are used to argue for the importance of local clinical practices. The authors demonstrate empirically how a bottom-up approach has influenced broader policy. Hence, they argue that the ethical AOD practitioners should concentrate on implementing harm reduction practices on a local level, both for the good of individuals and for its impact on more widespread AOD policy. Explores different forms of autonomy in relation to older people, and dilemmas when this conflicts with beneficence. Importance of recognising that decisions based on relationships and social networks are important to older women, and ethical practice means respecting these. Stigma needs addressing in practice There needs to be a general awareness of the specific experience of older women and treatment to match this Searching for solutions to alcohol and other drug abuse during pregnancy: ethics, values, and constitutional principles 57 Written for US social work audience, however, relevant to other professions and localities in AOD. Discusses challenges and dilemmas facing practitioners working Discusses conflict between respect for liberty and need to aid vulnerable child-to-be and pregnant women affected by substance dependence Discussion of this in relation to US constitution and possible interventions
The other piece of work in this category is within the subdiscipline of neuroethics. Addiction neuroethics involves the assessment of the contribution to ethics of neuroscience research on addiction. 64 Although neuroethics is proposed as a stand-alone subfield in ethics, with unique epistemological challenges, 75 this is subject to dispute. 76, 77 In this discussion, we include neuroethics research as another demonstration work bridging normative and empirical data.
The neuroethics research is a book discussing the influence of neurological data on the ethics of AOD practice. Discussion in part of the book concentrates on ethical practice in the context of rich empirical data drawn from neurology and other data. Empirical data are used to inform discussions on whether people with substance dependence possess autonomy and the implications of this for clinicians. There are nuanced conclusions on the ability of people with substance dependence to consent. Similarly, neurological and other data are used to develop suggestions of correct approaches to treating people under coercion. There is also discussion on the ethics of access to and use of neurological technology and the ethics of possible treatments which may stem from this. This is at the core of the possible uniqueness of neuroethics, although is arguably of less immediate relevance to clinicians.
The combined empirical and normative literature is included in Table 4 .
Discussion
Clinicians in AOD work with marginalised people who have interacting social, psychological, and medical problems. Clients use substances hazardously, often have a precarious existence in relation to the law, and run a multitude of risks to their minds and bodies. In this context, ethical challenges are inevitable.
There is, however, only a small volume of work at the intersection of ethics and clinical practice which might assist AOD practitioners in their ethical decision-making. Most journals in ethics have not published work on AOD; and ethics comprises a very small part of the work in AOD journals. Only two edited volumes dedicated to ethics in AOD were retrieved. 48, 70 One of them, published in 2017, is largely aimed at beginning clinicians and students. 48 The largest number of resources by far focuses on normative ethics, and of these, most are in the form of principle-based or conceptually focussed work (74% of the total). The low number and possible influence of rule-based codes of ethics (10%), however, is likely to be an underestimate. As noted above, many organisations in the US have adopted the NAADAC Code of Ethics as their own. 30, 68 There is a small amount of empirical ethics research investigating AOD clinical practice (10%) and a very limited amount of work which uses empirical data together with principles or generates ethical norms from empirical data (5%).
Rule-based codes of ethics were published exclusively by professional organisations and offer specific action-guidance to practitioners. This might be reassuring to practitioners working in an area where there is often little to assist ethical decision-making. There are, however, potential problems with such approaches, and it is possible that rule-bound approaches may even discourage ethical practice. 66, 78 Ethics is a reflective exercise, and ethical challenges in different situations possess unique aspects, requiring inventive and creative judgments. 66 In highly rule-bound situations, ethical decision-making may be reduced to a search for an applicable rule rather than a broader reflective process. Rules may also lose their relevance due to changes in the setting over time.
Codes of ethics based on principles, and other work with a conceptual basis, should not be subject to these critiques. The majority of ethical resources currently available to AOD practitioners are of this type. One of the strengths of principle-based approaches is their capacity to highlight features of ethical importance in a situation and give practitioners ethical language for talking about a challenge. 79 The same can be seen with the other conceptual work which focuses on specific issues of potential importance to practitioners, such as therapeutic relationships or consent. Principle-based work draws, for the most part, on the established four principles approach to principles of biomedical ethics. 69 In some cases, however, the specificity of AOD work entailed differentiating the application of principles in AOD in comparison to different clinical areas or emphasising other ethical concepts such as social justice and stigma. For example, Geppert and Bogenschutz 32 identify the salience of confidentiality which arises from stigma associated with substance dependence; of questions concerning the ability of clients with substance dependence to take responsibility and to make decisions; and social justice as it relates to parity in the delivery of care and services. The review highlights that further developing AOD-specific ethical principles around the concepts of social justice and stigma is a potentially fruitful avenue for future bioethics research in this area. 80 Two books utilise vignettes, suggesting an alternative approach to encourage reflection and discussion and for raising the issue of ethics within everyday practice. 46, 48 There were some noteworthy geographical differences within the principle-based work. Principle-based codes from Australia and New Zealand 6,31 offer a different approach, utilising a wider range of ethical values through which practitioners should approach their work. In terms of practical application, the codes are written with a direct bridge into clinical practice. Hence, the Australian code includes a worksheet to process thinking around particular situations. 6 These two Southern Hemisphere codes also differ from most other principle-based work in that they extend the range of principles to include items such as fairness, skilfulness, integrity, and professionalism, and focus on character as well as behaviour.
The Australian and New Zealand publications emphasise attitudes towards practice which precede and frame action. Principles encompass all professional life, not only occurring in relation to encounters with ethical and clinical problems. Integrity, for example, is a term relating to a person's character and is a fundamental component of virtue ethics. 81 Integrity suggests not reserving ethical reflection for particularly challenging situations, but for it to be a part of the practitioner's demeanour. The code states "integrity means that the practitioner's behaviour should be at all times sincere, honourable and reliable in their dealings with their clients", 31 and encompasses the entire relationship rather than applying the role of principles to specific situations. Only one paper taking an overtly nonWestern perspective was found, 54 although this may be distorted by the fact that we searched only for writings in English. That paper, from India, demonstrates that using principles may vary in different geographical and social contexts.
Some other resources explicitly incorporated considerations about clinicians' character and actively encouraged reflective practice. For example, a contribution from a continental philosophical perspective by Reyre et al. 34 emphasises relationships and trust. This type of resource may be particularly useful in developing practitioners' "ethical mindfulness", the capacity to recognise and reflect on the "everydayness" of ethical encounters 82 and to integrate ethical reflection into professional practice.
The emphasis of most of the papers in one of the edited volumes 70 is on counselling, rather than on the other disciplines comprising the AOD workforce. 83 Nonetheless, the work is transferable and relevant to other disciplines. The relativistic and nuanced arguments contained within the papers suggest a relation to the work in the principle-based ethical approaches. They identify and explore problematic concepts, encouraging reflection on how the concepts and suggestions apply within their practice. This is supported by another book, which primarily draws an ethical landscape and encourages awareness, as a necessary prelude to solutions and approaches. 48 It suggests that ethical challenges permeate work on an everyday basis. The studies emphasises the fact that many ethical challenges need to be addressed within a specific context. Practitioners need to have an awareness of the ethical nature of everyday clinical work.
The empirical ethics papers also point practitioners in this direction. Empirical ethics conceptualises ethics as enacted and not primarily as a cognitive process. Instead of commencing with the identification of normative principles, empirical ethics explores practices already undertaken by practitioners. Normative conclusions may derive from this. 84 Unlike conceptual and principle-based literature, empirical ethics is deeply rooted in practice and is specific in any guidance it delivers. It suggests tailored practical solutions to problems. Many different forms of processing, not restricted to cognition, are undertaken by practitioners in order to resolve ethical challenges. 79 The four empirical ethics papers identified all describe and analyse local and contingent challenges. 71, 85, 86 The systematic review retrieved papers from highly varied contexts: drawing on research in collaboration with street-based nurses in Vancouver, 63 staff working in a supervised injecting room in Zurich, 61 and a psychiatric unit in the Netherlands. 62 The review also identified one paper focussing on a specific clinical issue (groin injecting) 60 rather than a particular work setting. The empirical data in this paper involve in-depth knowledge by the authors of the characteristics and risks of groin injecting. These data are central to arguments for a nuanced intervention. 43 The paper by Solai et al. 61 also highlights some limitations of normative-based approaches; this research enabled identification of multiple problems in a Geneva injecting room which existed despite the existence of detailed policies and reference to principles. All these resources draw normative conclusions from their relation to a specific set of local circumstances, suggesting potential value to practitioners of this form of ethics research.
The two pieces of work which we classify as containing elements of empirical and conceptual ethics are less specific and local in their guidance than those classified as purely empirical. They do, however, contain empirical data in order to develop arguments, and they outline ethical guidance. At least partially, they build arguments from the bottom-up using the work of clinicians or empirical data in order to develop normative arguments. 20, 64 Some of the conceptual ethics papers use case vignettes or brief descriptions. Although there is no data collection or use of specifically collected data, this does suggest a gradation between empirical and normative ethics, rather than a distinct delineation. Another example is with one of the papers categorised as conceptual, 59 which discussed different aspects of addiction and their impact on autonomy. It shares a topic and guidance with parts of the mixed empirical/ conceptual book on neuroethics. 64 The neuroethics data do, however, draw upon empirical data to a greater extent in developing guidance. The works do share similarities in their guidance. It is possible that the later publication date of the neuroethics book (by nine years) enabled the inclusion of neurological data not available in the development of the conceptual paper. This is strongly suggestive of some fluidity in the categorisation and the possibility of empirical contributions to normative and conceptual work.
Conclusion
Most work at the intersection of AOD and ethics is in the area of normative ethics. Rule-based codes may be considered less helpful to practitioners, and may perhaps even be harmful to ethical approaches in clinical work. Rules can become ossified, and searching for rules may detract from practitioners' understanding of ethics as necessarily involving deep reflection. Conceptually based work, encouraging clinicians' reflection and ethical decision-making, is likely to be more helpful.
Furthering development of principles that are especially important in AOD work, such as social justice and addressing social stigma, may assist with ethical decision-making in clinical AOD work. Likewise, principles may be adapted to local geographical and social situations which differ from the almost exclusively Western perspectives offered, the paper from India being an example of this. 53 Publications identified in this review highlight the importance of these ethical concepts in the AOD field. Focus on particular concepts, such as confidentiality or relationships, may also be helpful. The possibility of combining normative conclusions with rich data is also demonstrated in the combined normative/empirical category.
There is currently very little work drawing ethical conclusions from explorations of practice, a situation not exclusive to the AOD sector. 87 The empirical work identified, plus work in other clinical areas 85, 88 and in non-health related settings 89 does suggest that nuanced answers to complex ethical problems emerge through such research. Further research using varied and innovative methodologies in empirical ethics within AOD may thus be of benefit to practitioners and clients working together within the AOD field. There are strong arguments in favour of innovative methodology and a focus on different approaches in empirical ethics. 51 Separating the ethical from everyday clinical practice may diminish the ability of clinicians to act ethically. This review suggests that the ethics of clinical practice in AOD is an area where further research and resources are needed within work settings to support clinicians in this challenging field of healthcare.
Increasing the prominence of ethics in AOD might occur in several ways. It can be initiated by clinicians, managers or by ethicists, or by collaborations between these groups. Building upon the small volume of work in empirical ethics in AOD could assist. Research describing some of the everyday ethical challenges which practitioners encounter, exploring how these situations are resolved, or more actively assisting practitioners to identify and engage in ethical challenges, is of potential benefit. Published work might also further encourage the engagement of ethicists with AOD practice. In clinical settings, codes of ethics and other published material which can aid in ethical reflection may be usefully integrated into daily practice. Further research into how this can occur may also be of benefit.
The role of ethics in AOD clinical practice is important for practitioners caring for and treating clients with substance dependence and associated difficulties. There is a small but diverse body of literature of ethics in AOD. Increasing its prominence in both workplaces and in education settings, for managers, clinicians, and educators, can only be of benefit to the clients of AOD services.
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